The formation of a new joint between a pathologically elongated coronoid process and the body of the malar homolateral bone is known as Jacob's disease. Coronoid process hyperplasia was first described in 1853 by Von Langenbeck, and it was not until 1899 when Oscar Jacob described the disease that it was named after him. Jacobs's disease is an uncommon entity with only a few documented cases in the literature. The condition first manifests with progressive limitation of mouth opening and facial asymmetry. Pain is uncommon and it mainly affects young patients. Different factors have been postulated as possible causes, including temporal muscle hyperactivity, previous trauma, chronic disc displacement of the ipsilateral temporomandibular joint, endocrine stimuli, and genetic alterations. Definitive diagnosis is by histopathology and it is necessary to confirm bone hyperplasia, the presence of cartilage and synovial capsule forming the new joint between the malar bone and the coronoid process. We report a 52-year-old woman patient with a history of childhood trauma in the right preauricular region. She came to our department with a 2-year history of progressive limitation of mouth opening. Computed tomography (CT) revealed a right coronoid process elongation, in contact with the homolateral malar bone, causing it to deform. Surgery with general anesthesia was performed using an intraoral vestibular approach. Histopathology confirmed the diagnoses of Jacob's disease.
Introduction
Jacob's disease is described as the formation of a new joint between an elongated coronoid process and the body of the malar bone. It is an uncommon entity that mainly affects young males. Although predominantly unilateral, bilateral cases have been reported (1) . The pathogenesis of this disease remains uncertain, and proposed causes include temporal muscle hyperactivity (2), previous injury, chronic disc displacement of the ipsilateral temporomandibular joint (TMJ), endocrine stimuli, and genetic alterations (3) (4) (5) (6) (7) . The condition first manifests with progressive limitation of mouth opening and deviation from the midline towards the affected side (1), accompanied in most cases by midface asymmetry resulting from a deformed malar bone. Pain is uncommon (1) . Most authors agree that the treatment of choice is intraoral coronoidectomy (1). Other therapeutic options described in the literature are the coronal (8) and submandibular (9) approaches. We present a new case of Jacob's disease, and discuss its clinical characteristics, diagnosis, and treatment.
Case Description
A 52-year-old woman with a history of childhood trauma in the right preauricular region (accidental fall) came to our department with a 2½-year history of progressive limitation of mouth opening (Fig. 1) . She did not report pain or other symptoms. Physical examination revealed maximum mouth opening (MMO) of 8 mm with a mandibular deviation to the right side. She also presented facial asymmetry in the right malar region, more accentuated during mouth opening. There was no involvement of the temporomandibular joint on the right or left side. Additional tests such as Waters projection and a panoramic radiograph revealed an abnormal elongation of the right coronoid process overlapping the ipsilateral malar bone. These findings led us to perform a computed tomography scan, which confirmed coronoid process hyperplasia and accommodation of the distal coronoid process on the inside of the malar bone (Fig. 2) . Surgery was performed under general anesthesia using an intraoral vestibular approach. A joint structure was observed between the coronoid process hyperplasied and the inner surface of the malar bone, and hyaline cartilage was visible between the two joint surfaces. We performed right coronoidectomy (Fig. 3) and remodeled the malar bone. In the immediate postoperative period, we obtained a 47-mm MMO. Histopathology revealed osteochondroma. Treatment was supplemented with intensive physiotherapy for three months. Six months after surgery, the patient has a 41-mm MMO and persistent rightward lateral deviation during mouth opening. The aesthetic results are satisfactory, with improvement of facial asymmetry. e710 Discussion Jacob's disease is an uncommon condition, with few reports in the literature. The proposed causes include temporal muscle hyperactivity, which could lead to increased vascular supply and reactive elongation of the coronoid process (2) . Other proposed causes are previous trauma (as in our patient), chronic disc displacement, endocrine disruptions, and genetic abnormalities (3) (4) (5) (6) (7) . Patients with Jacob's disease complain of progressive limitation of mouth opening. They also present midline deviation toward the affected side during mouth opening (10) and, in some cases, a prominent ipsilateral malar bone like our patient. Pain is uncommon, even though it can arise from chronic disc displacement of the ipsilateral temporomandibular joint (1,6,10 ). All patients should undergo conventional radiology, although tuned-aperture computed tomography is recommended in cases of suspected coronoid process hyperplasia (1), as it enables us to confirm the diagnosis and plan surgery. The most informative test for diagnosis and planning is 3D-computed tomography (8, 11) , which is now available in most centers. Definitive diagnosis is by histopathology. Coronoid process hyperplasia is not always synonymous with Jacob's disease, in which the coronoid process forms a joint with the inner surface of the malar bone and is accompanied by cartilaginous structures and the formation of a synovial capsule (1, 8, 10) . Depending on the ratio of bone to cartilage, the diagnosis may be osteochondroma, osteoma, exostosis, or hyperplasia. In our patient, the lesion of the coronoid process was an osteochondroma. Histopathology confirmed the presence of hyaline structures and remnants of the synovial capsule, thus confirming the diagnosis of Jacob's disease. Coronoidectomy is the standard treatment. Most authors agree that the intraoral approach performed in our patient is the most suitable, as it prevents facial nerve injury and scarring (12) . Extraoral approaches, as described in the literature, are submandibular (9) and coronal (8) . The latter is advised in cases where the coronoid process is too elongated to be resected intraorally and in cases of concomitant temporomandibular involvement requiring surgery (1) . Surgery should be complemented by physical therapy to increase the chances of success and stable results over time (8, 13) .
